Dear Editor, We would like to make three points about the case of cycling hyperammoniemic encephalopathy in an old women with a past history of uterosigmidostomy discussed by Tremolizzo et al. [1] .
The first point concerns diagnosis of nonconvulsive status epilepticus (NCSE). De novo NCSE is not infrequent in elderly patients but as emphasized by Walker et al. [2] the diagnosis is often made with significant delay because the clinical picture of NCSE is difficult to differentiate from that of a metabolic encephalopathy unless an EEG is obtained. NCSE is under-recognized in clinical practice and a high level of suspicion is essential. There is the low awareness among physicians of the diagnostic utility of emergent EEG [3] .
The second point is that a large spectrum of EEG ictal abnormalities may be observed in NCSE, including triphasic wave (TWs) with epileptiform characteristics. In particular, Kaplan (1999) [4] stressed that ''when TWs appear with a frequency exceeding 1/s the distinction between encephalopathy and NCSE is difficult'' and reported an EEG tracing showing flurries of triphasic waves (TWs) in a waxing and waning pattern in a patient with hyperammonemia. These EEG abnormalities are very similar to EEG pattern reported by Tremolizzo et al. Differential diagnosis between TWs of metabolic encephalopathy versus spike wave stupor was previously discussed [4] . In these cases it is mandatory to search a risk factor of mental status impairment (toxic-metabolic encephalopathy, as electrolytic imbalance, drugs toxicity, renal or liver failure, etc.) [5] .
Finally, the immediate administration of benzodiazepines (lorazepam, diazepam) is the unequivocal first step for the treatment of NCSE. Bolus administration of intravenous valproic acid or phenytoin may be tried beyond benzodiazepines, but phenytoin should be used only in focal NCSE as it may cause aggravation of absence status [5] .
